A survey of 539 women from the general population indicated a high prevalence of minor psychiatric illness in women aged 40-55 years. There was evidence of an increase in psychiatric morbidity occurring before the menopause and lasting until about bne year after menstrual periods had ended. Vasomotor symptoms increased dramatically when periods stopped and persisted up to five years after the menopause. Both these features seemed to have a clear relation to the menopause but not the same relation. The findings suggested that further investigation of the relation between perimenopausal hormonal changes and psychiatric morbidity should be directed towards premenopausal women. Environmental factors, particularly in relation to children, seemed to be associated with increased psychiatric morbidity at this time of life.
Introduction
There has been much debate about the relation of psychiatric symptoms to the menopause and the use of oestrogen preparations to treat these symptoms. The standard psychiatric textbooks give little space to the discussion of the menopause. Slater and Roth' mention the menopause only briefly and conclude that life situation is probably more important than endocrine changes in producing psychiatric symptoms at this time of life.' Mitchell2 considers that factors such as change in the maternal role, ageing of the mother, and death of the father may well contribute to psychiatric morbidity at this time. Jeffcoate' questioned the hormonal basis of psychiatric symptoms at the time of the menopause and argued against the use of oestrogens. Others,46 however, considered that symptoms of depression, irritability, and emotional lability at the menopause were due to hormonal changes and should be treated with oestrogens. More recent surveys '-9 fig. 1 . The difference between group B and the rest was significant (X2 = 9-78; 2 D.F.; P<0 01).
In the difference between the "cases" and the "non-cases" with regard to death of either parent.
Children.-The women identified as psychiatric "cases" generally had larger families 3100 of the "non-cases" had three or more children compared with 450°of the "cases." (X2 = 9 06; 1 D.F.; P<001). Information about events relating to children-marriage, leaving home, and death-which occurred during the previous year was requested. Altogether 3299% of the "cases" and 23-7% of the "non-cases" reported one or more of these events. This difference was just significant (X2 = 4-39; 1 D.F.; P<005). Specific Family Problems.-All the women were asked to give brief details of any particular family problems they had had in the last year, and 45%/" of the "cases" and 2299% of the "non-cases" volunteered information (X2 = 24-4; 1 D.F.; P<-001). The commonest source of problems seemed to be children (31-4%) followed by the husband (2455%), self (21 1%), and parents (1322%).
Complaints of Excessive Bleeding.-The women were all asked if their menstrual periods had been heavier than usual recently. In the premenopausal group 37 (22 7°0) "non-cases" complained of heavier bleeding compared with 32 (490o) psychiatric "cases" (X2 = 14-17; 1 D.F.; P<0 001).
Discussion
Using the general health questionnaire 29°" of 539 women from the general population aged 40-55 years were identified as psychiatric cases. This compares with 178 (33%) of 533 consecutive patients presenting at a general practice surgery11 and 5000 of 215mnew patients aged 40-55 years of age at a gynaecological outpatient clinic (personal observation). This finding suggests there is a high incidence of depressive and anxiety symptoms in women of this age in the general population.
There was no evidence to suggest that death of a parent was significantly related to psychiatric morbidity, but, not surprisingly, ailing or "demanding" parents seemed to be a source of anxiety.
The changing pattern of relation with children was a factor associated with increased psychiatric morbidity. The psychiatric cases tended to have larger families than the others and a child having recently married or left home was associated with increased psychiatric morbidity in the mother. It is possible, however, that psychiatric illness in the mother may be one of the factors which cause children to marry or leave home.
Problems about children were those most commonly mentioned when the women were given the opportunity to write about Tecent family problems and these varied from minor misbehaviour to trouble with the police and marital problems. Though the pattern of problems mentioned was the same for the cases and the non-cases, the cases reported them far more often. This may indicate that these problems are commoner in the families of psychiatric cases and may contribute to parental psychiatric illness. On the other hand the mother who is anxious or depressed is likely to take a more intense and pessimistic view of her child's behaviour and discover or magnify problems.
When psychiatric morbidity was looked at in relation to menopausal status there was a definite increase in psychiatric morbidity among menopausal women, though there was no excess in this group of those enviromental factors which seem to be associated with increased psychiatric morbidity.
There was a significant increase in psychiatric morbidity among women of 45-49 years of age. When age and menopausal status were considered together it was apparent that these two variables could not be clearly separated as most women aged 40-44 years are premenopausal and most women aged 50-54 years are postmenopausal.
Most of the increase in psychiatric morbidity in women aged 45-49 years was accounted for by an increase in the proportion of psychiatric cases in the premenopausal group. Many of these women were presumably close to the menopause as there is only a small proportion of premenopausal women after the age of 50. This seems to indicate that there is a rise in psychiatric morbidity before the menopause which does not persist beyond one year after the end of menstrual periods. This finding contrasts with those two features of the menopausal syndrome which are generally considered to be related to the fall in oestrogen level -the "flushes" and the "sweats." The non-cases showed a highly significant increase in these complaints in the menopausal group, and this was maintained for up to five years after the end of menstrual periods.
The psychiatric cases did not show such a clear-cut pattern in vasomotor symptoms, as these complaints are already common in the premenopausal group and remain so more than six years after the end of periods.
The difference in timing of the increase in psychiatric morbidity and the appearance of vasomotor symptoms would suggest that they are related to different aspects of the changes that occur before and after periods stop. Further investigation of possible hormonal or biochemical factors underlying the increased psychiatric morbidity in this age group should perhaps be directed towards premenopausal women. There is some evidence that hormonal changes occur before the end of menstruation. Adamopoulos et al. 12 showed that urinary luteinizing hormone levels were considerably raised in women approaching the menopause, though urinary oestrogen levels were normal, and they suggested that this indicated some disturbance of the feedback mechanism between the pituitary and the ovaries.
The increase in psychiatric morbidity just before the menopause may also be significant in relation to the problems of psychiatric morbidity after hysterectomy.'3 14 We report here the changes in arterial pressure during sleep which occurred in 18 people whose blood pressure was measured continuously over 24 hours and who all slept in their own homes.
Subjects and Methods
Eighteen patients were chosen from a group in whom direct arterial pressure, heart rate, and electrocardiogram were recorded continuously over 24 hours because they all slept at home and indicated that they had had a "normal" night's sleep. They gave their informed consent to the study. The methods used for measuring direct arterial pressure in unrestricted patients have been fully described elsewhere.7 The patients were studied over 24 hours, from 9 a.m. to 9 a.m., during which they attended the laboratory only once for 15 minutes after 12 hours to service the perfusion chamber and calibrate the tape. Significant events were recorded simultaneously on tape and in a diary kept by the patient Systolic and diastolic pressures were averaged over successive 30-minute periods throughout the 24 hours. The period of "sleep" was taken as the period from the mark on the tape when the patient indicated that he was in bed to that when he indicated that he was awake. No patient took night sedation, but eight with raised arterial pressure were on treatment (see table) .
